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Abstract: Approximately 13% of the total UK workforce is employed in the health and care sector. 5 
Despite substantial workforce planning efforts, the effectiveness of this planning has been criticised.   6 
Education, training and workforce plans have typically considered each healthcare profession in 7 
isolation and have not adequately responded to changing health and care needs. The result is 8 
persistent vacancies, poor morale and low retention. Areas of particular concern highlighted in this 9 
paper include: primary care, mental health, nursing, clinical and non-clinical support staff, and social 10 
care. Responses to workforce shortfalls have included a high reliance on foreign and temporary staff, 11 
small-scale changes in skill-mix, and enhanced recruitment drives. Impending challenges for the UK 12 
health and care workforce include growing multimorbidity, an increasing shortfall in the supply of 13 
unpaid carers and the relative decline of the NHS’s attractiveness as an employer internationally. We 14 
argue that to secure a sustainable, fit for purpose health and care workforce, integrated workforce 15 
approaches need to be developed alongside reforms to education and training which reflect changes 16 
in roles, skill mix and multidisciplinary working. Enhancing career development opportunities, 17 
promoting staff-wellbeing, and tackling discrimination in the NHS are all needed to improve 18 
recruitment, retention and morale of staff. An urgent priority is to offer sufficient after care and 19 
support to staff who have been exposed to high-risk and traumatic experiences during the COVID-19 20 
pandemic.  In response to growing calls to recognise and reward health and care staff, growth in pay 21 
must at least keep pace with projected rises in average earnings which, in turn, will require linking 22 
future NHS funding allocations to rises in pay. Through illustrative projections we demonstrate that 23 
to sustain annual growth in the workforce at approximately 2.4%, then increases in NHS expenditure 24 
at 4% annually, in real terms, will be required. Above all, radical long-term strategic vision is needed 25 
to ensure that the future NHS workforce is fit for purpose. 26 
Introduction 27 
Health and care is a heavily service oriented sector, with staff costs accounting for around 60% of 28 
NHS provider spending.1 The NHS in England is the world’s fifth largest employer, with around 1.5 29 
million employees. 2 In Scotland, the NHS employs around 164,000 staff,3 in Wales around 95,000,4 30 
and in Northern Ireland around 67,000.5 A further 2 million people are employed to deliver social 31 
care services,6  defined as the provision of personal care for children, young people and adults in 32 
need or at risk. Together, the health and care labour market accounts for approximately 13% of the 33 
UK workforce.7 In addition, around 9.1 million people in the UK are unpaid (so-called “informal”) 34 
carers, notably family members, providing unpaid care support.8 During the COVID-19 pandemic, 35 
this has increased to over 13.6 million people.8 Increasingly, members of the public are being 36 
encouraged to take greater responsibility for their health and to perform self-care.9 37 
As with most other OECD countries, the health and social care workforce in the UK is 38 
overwhelmingly female.10  77% of the NHS workforce,11 and 82% of the adult social care workforce 39 
are women.12  However, there are wide disparities in the gender distribution of roles. In 2018 only 40 
37% of senior roles in the NHS were held by women (this represents an increase from 31% in 41 
2009),13 and in social care, despite men only comprising 18% of the overall workforce, they occupy 42 
33% of senior management positions.12  A significant gender pay gap exists in the NHS, with the 43 
average hourly salary for women being 19% less than that for men.14 One factor that contributes is 44 
that woman make up 80% of those employed on the lowest Agenda for Change pay bands (bands 1-45 
4).14 The health and social care workforces are ethnically and culturally diverse. As of the last census 46 
people from ethnic minorities made up 14% of the population in England and Wales and 40% of the 47 
population in London,15 whilst as of 2019 they made up approximately 20% of the NHS workforce 48 
and almost half of all NHS staff in London.16 Ethnic minority staff are concentrated in lower pay 49 
grades in the NHS with only 6.5% of very senior managers and 8.4% of board members at NHS trusts 50 
being from ethnic minority backgrounds.16 Ethnic minority staff are less likely to be promoted or 51 
appointed to jobs they apply for and more likely to experience discrimination, bullying and 52 
harassment from both NHS colleagues as well as from patients.17 The recent COVID-19 pandemic has 53 
seen a disproportionate number of deaths in staff from ethnic minority backgrounds, which has 54 
increased debate around the role of discrimination and racism in the NHS as a factor contributing to 55 
persistent health inequalities between different ethnic groups.18  56 
The effectiveness of health and care workforce planning has significant implications for the NHS and 57 
social care, and the health and wellbeing of the UK population. A sustainable health and care 58 
workforce is one which will be able to meet the needs of the population in the immediate term and 59 
for the foreseeable future. To deliver a sustainable and appropriately skilled health and care 60 
workforce, a long-term workforce strategy is needed. This should be informed by workforce planning 61 
models that consider the necessary mix of skills to meet the changing health and care needs, as well 62 
as aspiring towards developing a self-sufficient supply of staff, rather than an ongoing reliance on 63 
foreign trained staff. 19,20  The strategy needs to take account of technological developments that 64 
have the potential to improve quality of care and productivity. It should also embed life-long 65 
learning, promote effective substitution of skills between healthcare professions, and prioritise the 66 
health and wellbeing of the workforce itself to improve recruitment and retention. 67 
 68 
COVID-19 has exposed weaknesses in the workforce, and the UK has experienced one of the highest 69 
rates of excess mortality attributable to the pandemic. The health and care workforce were placed 70 
under unprecedented pressure and frequently exposed to high-risk and traumatic situations.21  The 71 
health and care workforce will continue to be put under considerable strain as the NHS seeks to 72 
address a growing backlog of unmet need for healthcare services caused by the cancellation or 73 
postponement of many elective procedures and routine care.22 Now, as the UK seeks to rebuild its 74 
health and care service and improve resilience against future healthcare shocks, we discuss how to 75 
develop, support and sustain the current and future health and care workforce.  76 
This paper outlines (1) in brief, the current approach to developing the health and care workforce 77 
and the consequences of this approach, highlighting areas where major staff shortfalls exist; (2) the 78 
current strategic response to these shortfalls; and (3) future challenges and suggested reforms to 79 
ensure the future workforce is sustainable and fit for purpose. The scope of this paper is the UK 80 
health and care workforce and, where possible, we refer to UK-wide data. However, when these do 81 
not exist, we refer to the best available data which, in many cases, is from England. We have found 82 
the inconsistency of data collection between England, Scotland, Wales and Northern Ireland 83 
particularly challenging, and the standardisation of health and care data collection across the UK is 84 
recommended within the main LSE-Lancet Commission report. 23 85 
The current approach to education, training and planning for the UK health and care workforce 86 
Education and Training 87 
Workforce planning for the NHS begins with recruitment to higher education programmes in 88 
medicine, nursing, pharmacy, and many other health and care professions. The numbers of publicly 89 
funded places on such programmes, apart from a small number associated with private university 90 
entry, are determined by bodies including Health England Education (HEE), NHS Education for 91 
Scotland (NES), Health Education and Improvement Wales (HEIW), and the Northern Ireland Medical 92 
& Dental Training Agency (NIMDTA). Regulatory standards are shared across constituent countries, 93 
with the remit of regulatory bodies such as the General Medical Council (GMC), General Dental 94 
Council (GDC) and Nursing & Midwifery Council (NMC) being UK-wide. Furthermore, the scope of the 95 
medical royal colleges extends across the UK,24 and they play a crucial role in setting educational 96 
standards and issuing guidance.  97 
It takes three years for registered nurses and most allied health care professionals, such as 98 
midwives, physiotherapists and occupational therapists, to complete undergraduate training. 25 99 
Undergraduate training for physicians and dentists normally takes five to six years, or four years 100 
through a graduate programme.26 Following the completion of a two year foundation programme, 101 
further postgraduate training for physicians varies between three to eight years dependent upon 102 
specialism.27 Consequently the training of healthcare professionals is expensive, estimated to cost 103 
close to £66,000 to train a registered nurse, £393,000 for a general practitioner (GP), and 104 
approximately £516,000 for a consultant (a senior physician who has completed speciality 105 
training).28 The relatively low cost of nurse training reflects to a large extent, the minimal investment 106 
in post registration training for nurses. For physicians, around £65,000 is in the form of repayable 107 
loans for living costs and tuitions,29 with the remainder coming from public funds. Repayable loans 108 
are lower in Scotland, where Scottish students are not required to pay tuition fees if they attend 109 
university in Scotland.30 For nurses, depending upon their residence status, students may be eligible 110 
for a bursary to cover their tuition fees in Scotland, Northern Ireland and Wales.31 Students in 111 
England, however, are required to pay tuition fees, following the removal of bursaries in 2017.32 In 112 
response to concerns about recruitment to nursing, the UK Government has in part, reversed this 113 
decision, and all nursing students commencing programmes in England from September 2020 are 114 
now eligible for a non-repayable bursary of at least £5000 per year,33 which covers approximately 115 
half of the cost of tuition years.  Following the removal of bursaries in England, acceptances to study 116 
nursing in England have increased by 2% in 2019 compared to 2016.34  Over the same period, 117 
acceptances to study nursing in Wales and Scotland have risen by 18% and 24% respectively, and in 118 
Northern Ireland remained stable.34 With nursing vacancies increasing, estimated at over 40,000 in 119 
England,35 the House of Commons Health and Social Care Committee has expressed concern about 120 
the lack of planning associated with pre and post registered nurse training, stating that this requires 121 
urgent attention if future supply is to match demand. 36  122 
The training and development of clinical and non-clinical support staff has received less attention 123 
than other staff groups. Comprising approximately 40% of the workforce, 37 this large and diverse 124 
group has a significant impact on the efficiency of the health service and on patient experience. This 125 
staff group is not clinically trained and people are more likely to be recruited from the generic 126 
educational system and labour market.  Whilst some members of this varied group, such as NHS 127 
managers, have had clear and well regarded career development schemes, many others, such as 128 
healthcare assistants, have faced inconsistent provision of training and supervision resulting in 129 
varied levels of competence across organisations.38  This group of staff also attracts less investment; 130 
only 5% of the HEE budget is allocated to training clinical and non-clinical support staff.37  In the 131 
wake of the Francis Inquiry,39 an independent review into healthcare assistants and support workers 132 
recognised the relative neglect of this staff group and proposed the ‘Certificate of Fundamental 133 
Care’, a set of minimum standards of competence which need to be achieved before working 134 
unsupervised.38  This also gave rise to the ‘Talent for Care’ strategic framework,40 which focuses on 135 
the career progression of all support staff in the NHS.   136 
Training for support staff who provide social care is even more limited and typically dependent on 137 
independent providers responsible for setting pay and facilitating training opportunities. In England, 138 
there is a national organisation, Skills for Care, which helps organisations provide education and 139 
development opportunities. However, its capacity is highly constrained, with a budget estimated to 140 
be more than 200 times smaller than the approximate £5 billion HEE budget.41 Moreover, a 141 
substantial proportion of social care is provided by unpaid carers, often relatives or friends. While 142 
some opportunities exist for unpaid carers to undertake training to manage the complex needs of 143 
patients, 42,43 the provision of such training is inconsistent throughout the UK. 144 
Workforce Planning 145 
Overall planning for the health and care workforce across the UK is the responsibility of its four 146 
constituent countries. However, they each draw on a common labour pool, as UK-wide regulatory 147 
and professional standards ensure staff can move from one constituent country to another. The 148 
number of training places for healthcare professionals is commissioned by each devolved 149 
government. The commissioning objective has been to bring skilled professionals into the workforce 150 
at a rate that compensates for those that exit the workforce, adjusting for changes in healthcare 151 
delivery models and population needs. 44 Historically, social care has usually been excluded from 152 
national workforce planning efforts which have instead typically focused exclusively on the NHS. 153 
Workforce planning in the social care sector has also been hampered by poor and fragmented 154 
data, although this is improving, for example through the development of the Adult Social Care 155 
Workforce Data Set in England.45 156 
Effective workforce planning must ensure that gaps between the need for and availability of skills 157 
are anticipated in time for corrective action to be taken. Given training lead times, this requires 158 
reliable and detailed long-term forecasts of expected demand for health care and trends in health 159 
care needs on which to base workforce skill mix projections.46 This is challenging given the size and 160 
complexity of the NHS, changing health and care needs and priorities, evolving clinical practice 161 
and delivery models, political exigencies, the wider labour market including the private sector, 162 
the international market for healthcare professionals, and an NHS governed individually by the 163 
four UK constituent countries. Competing conceptual approaches have been developed to estimate 164 
future workforce requirements. These can be broadly categorised as ‘supply’ based approaches that 165 
consider factors such as training numbers, recruitment and retention; and ‘demand’ based 166 
approaches, which consider factors such as demography, morbidity, healthcare utilisation and gross 167 
domestic product (GDP) (Supplementary Material 1- Table 1).46 More sophisticated methods 168 
combine the analytic frameworks of both supply and demand-based factors to incorporate 169 
alternative scenarios reflecting changing forms of care delivery and potential substitution of roles 170 
between healthcare professionals. 47 These approaches are data intensive and involves complex joint 171 
modelling of many inter-related factors (Table 1). The science of workforce planning continues to 172 
evolve, and as with any modelling process there is associated uncertainty when estimating future 173 
needs. 174 
Table 1: Data Needs for Workforce Planning  175 
Major Supply Side Factors Data needs 
Entry to the workforce Training Numbers, Attrition Rates, Immigration, Re-entry 
rates 
Exit from the workforce Retirement, Resignation, Emigration, Leave (Maternity, 
Paternity, Study, Sabbatical, Sickness Leave), Death 
(including cause of death) 
Workforce characteristics  Age, gender, ethnicity, religion, part-time working, skill-
mix including volunteers, unpaid carers and self-care 
Workforce shortfalls Vacancy rates, Urban and regional imbalances 
Major Demand Side Factors Data Needs 
Population characteristics Age, gender, residence, migration, disability 
Disease epidemiology Disease rates, multimorbidity 
Health and care utilisation Hospital, ambulatory, primary and long-term care 
utilisation, average consultation length 
Unmet need Inequalities in access to healthcare services between 
different subgroups of population 
Alternative Scenarios  Data Needs 
Changing skill-mix Empirical evaluations of impact of substitution of roles 
between healthcare professionals 
Novel models of care Empirical evaluations of impact of novel models of care 
Emerging technological 
advancements 
Empirical evaluations of impact of substitution of roles 
between healthcare professionals and technology (ie, 
artificial intelligence and robotics)  
Source: Authors based on assumptions contained within international workforce planning models 176 
reviewed within Ono et al 2013. 46 177 
 178 
The present approach to workforce planning in the UK is highly fragmented, localised and not 179 
adequately responsive to operational, geographical or population needs.  There is a need for strong 180 
decisive leadership with clear roles and responsibilities at national and local level and a clear 181 
structure of accountability.  While all four UK constituent countries have produced workforce plans 182 
acknowledging the significance of both supply and demand side factors (Supplementary Material 1 – 183 
Table 2), it is not transparent how these are used in projecting the size and composition of the 184 
future workforce.  Instead, emphasis is typically upon providing guidance for short-term workforce 185 
projections to regional health boards or hospitals, such as NHS England’s involvement in developing 186 
online tools to aid individual Trusts.48 It is unclear how national strategies plan for changing skill-mix 187 
and substitution of roles between healthcare professionals, or to what extent strategy is influenced 188 
by lobbying from the individual professional bodies.  189 
A positive development can be found in NHS Scotland’s latest workforce strategy. This has actively 190 
moved away from considering individual professionals in isolation to a whole workforce approach 191 
(Supplementary Material 1 – Panel 1). The new strategy’s success has yet to be determined, 192 
however it represents a decisive move towards the kind of integrated method which is needed. 193 
 194 
 195 
Consequences of the current approach to developing the health and care workforce  196 
The UK has fewer practising registered nurses and physicians than other high-income countries 197 
(Table 2). This is partly explained by relatively low numbers of nursing graduates each year, while the 198 
number of UK medical gradates each year compares more favourably with other high income 199 
countries. The UK also has comparatively low numbers of other clinical staff such as dentists, 200 
physiotherapists and pharmacists. The relatively low numbers of pharmacists may reflect the nature 201 
of the UK market for community pharmacy, whereby economies of scale are gained by the 202 
dominance of a few major providers.49  There is a somewhat higher number of care workers in the 203 
UK than other high-income countries. The UK’s aggregate health and care employment is close to 204 
the mean of EU15 and G7 countries, highlighting the fact that the UK is more reliant on staff trained 205 
overseas and on non-clinical staff to deliver health and care services. 206 
Table 2: OECD Workforce Data for EU15 + G7 Countries (2018 or latest available)     Source: OECD Health Data 50 
Rank (highest to 
owest) 






























































































































































































































































































































































































































































There are several components of the health and care workforce that experience persistent staffing 208 
shortages, and require additional investment and support. For the purposes of this paper, we 209 
highlight the following staff groups; nursing, mental health, primary care, clinical and non-clinical 210 
support staff, and social care. We acknowledge there are other staff groups not covered in this 211 
paper. Some, including the diagnostic,51 hospital medicine,52 emergency care,53 and public health 212 
workforce,54 are covered elsewhere. We also include a broader discussion of public health capacity 213 
within the main LSE-Lancet Commission on “The Future of the NHS”.23 214 
Nursing 215 
Despite demand for care greatly increasing, the total number of registered nurses (headcount) per 216 
1000 has remained largely unchanged over the last decade across the UK (Supplementary Material 1 217 
– Figure 1). However, this masks a differential growth rate in the different types of registered nurses. 218 
In England, over the last decade adult and children’s registered nursing numbers (full-time 219 
equivalent (FTE)) increased by 14% and 59% respectively whereas mental health nurses and learning 220 
disability registered nurses fell by 8% and 40% respectively (Figure 1).  This outcome may have been 221 
driven partially by the Francis Inquiry recommendation to increase hospital nursing numbers, thus 222 
distorting the employment of nurses to the acute sector at the expense of community health 223 
services. 36 224 




Source: Authors from NHS Digital data55 229 
Retention is an issue of particular concern with attrition rates during pre-registration training of over 230 
20%,56 and,  in England, a registered nurse turnover rate which now averages 10% annually.57 231 
Vacancy rates are higher in England, approximately 11%,58 than Scotland, at 6%, 59 and Northern 232 
Ireland, at 4%.60 There are also regional differences, with a vacancy rate of 14% in London and 9% in 233 
the North of England.58 Ideally, turnover and vacancy rates should not be interpreted in isolation, 234 
particularly as some degree of turnover can be considered as simply reflecting the mobility of the 235 
health and care workforce. Stability, which is a measure of how many staff have stayed, rather than 236 
how many have left, is a useful alternative metric.61 Stability indices reported by NHS Digital, which 237 
reflect the number of staff who stay in post over a year, have remained relatively stable for nurses in 238 
England between 2014 and 2018 at just under 90%.62  The NHS England Interim People Plan 239 
acknowledges how nurses are integral to the vision of multidisciplinary teams working to address 240 
individual patient’s needs, particularly in primary care and mental health services.63  The plan 241 
prioritises urgent action to address nursing shortages including increasing training places, promoting 242 
alternative routes into the profession such as nursing associates and apprenticeships, and 243 
encouraging nurses to return to practice. These are discussed further below in the section on 244 
enhanced recruitment initiatives.  245 
Mental Health 246 
The numbers of mental health nurses have continued to drop over the last decade, with numbers 247 
falling by 10% (Figure 1). This has been accompanied by a decrease in the FTE number of psychiatry 248 
physicians per 1,000 population in England, although this has recently recovered to levels seen in 249 
2009 (Supplementary Material 1 – Figure 2).  250 
It has proven consistently difficult to recruit physicians into psychiatry, with many core and higher 251 
training posts remaining unfilled. The recruitment challenge is compounded by the denigration of 252 
professions such as psychiatry and general practice, which begins at medical school.64  There are 253 
significant UK wide variations in ‘fill rates’ of training posts, with London achieving 100%, Wales 33% 254 
and the North East of England only 25%.65  There is also a high attrition rate of trained psychiatrists: 255 
five years after completing specialist training a third of psychiatrists are not working substantively 256 
for the NHS.66 Core psychiatry training has been included in the UK government’s shortage 257 
occupation list since 2015.67   258 
The mental health sector relies heavily on other professionals, especially clinical psychologists and 259 
other professionals qualified to deliver psychological therapies, occupational therapists and social 260 
workers. One of the main objectives of the Five Year Forward View for mental health was increased 261 
access to psychological therapies.68  To achieve this, a large increase in staff trained in psychological 262 
techniques is still required. The Psychological Professions Network has indicated that over 6,000 new 263 
posts have to be created, alongside over 11,000 new training posts, to make up for attrition of staff 264 
trained to deliver psychological therapies.69  If the numbers of new posts can be realised, 265 
psychologists could take on some of the roles traditionally reserved for psychiatrists, partially 266 
making up for the shortfall in their numbers.  267 
Primary Care 268 
The NHS England Long Term Plan places a strong emphasis on primary care and there is a growing 269 
expectation that some work currently undertaken in hospital settings will take place in primary 270 
care.70 Between 2008 and 2018, Wales and Northern Ireland have seen slight increases in the 271 
number of GPs per 1000 population, but Scotland and England have experienced reductions (Figure 272 
2). These changes contrast starkly with strong growth in the secondary sector: over the same period, 273 
the number of hospital consultants per 1,000 population has increased by approximately 40% 274 
(Figure 2).  275 
Figure 2: Numbers (headcount) of GPs and Hospital Consultants across the UK per 1,000 population 276 
between 2008 to 2018  277 
 278 
 279 
Source: Authors based on data from Nuffield Trust,71 NHS Digital,55,72 ISD Scotland,3 Stat Wales,4 280 
HSCNI,5 ONS.73  281 
This is an inadequate response to the changing needs of an increasingly elderly and multimorbid 282 
population that place a high demand on primary care services. The problem is exacerbated by many 283 
GPs being aged 55 and over, 23% in England,72 and that many GPs choose to retire early.74  284 
Moreover, while England has seen increases in the headcount of GPs over the last decade, the FTE 285 
number is largely unchanged, increasing by less than 1% between 2010 and 2020,72 reflecting an 286 
ongoing trend towards more part-time and portfolio working. One contributory factor is a high ratio 287 
of female to male GPs, as female GPs are more likely to work part-time than male GPs,72 although 288 
both genders now work fewer hours than five years ago. The latest national GP work-life survey 289 
revealed that 39% of registered GPs intended to leave direct patient care within the next five years, 290 
and that a further 8.7% intended to leave the UK to work abroad, 75 although these intentions do not 291 
always result in future action. Many complex factors are responsible for GPs leaving direct care, such 292 
as a lack of professional autonomy, feeling undervalued and concerns about the safety of practice, 293 
all of which have a negative impact on morale.76  294 
The number of practice nurses has remained fairly static over the past few years, and a significant 295 
number are nearing retirement age, with around a third of the workforce being over 55.72  296 
Recruitment into practice nursing is slow.  Unlike other countries worldwide, there is no cohesive 297 
post-registration training pathway into these roles and results from a survey of student nurses found 298 
that many see these jobs as more suitable for mature experienced professionals.77  299 
To better meet demand, the focus across all constituent countries is converging towards a model of 300 
primary care with an expanded multidisciplinary team involving pharmacists, paramedics, physician 301 
associates, general and mental health nurse practitioners and social prescribers.78–81  This model 302 
requires appropriate adjustments in undergraduate programmes, investment in upskilling existing 303 
qualified staff and thorough evaluation of the effectiveness of implementing these new roles and 304 
responsibilities. 305 
Clinical and non-clinical support staff 306 
Around 40% of the NHS staff are clinical and non-clinical support staff.37 This relatively neglected 307 
body includes healthcare assistants, porters, cleaners, estates and maintenance workers, 308 
administrative and clerical staff, receptionists, managers, finance, IT support and human resources 309 
staff. It is difficult to determine accurate figures regarding the vacancy rates for support staff in the 310 
NHS. However recent data shows that clerical and administrative staff have the second highest 311 
number of advertised vacancies in the NHS after nursing staff, accounting for approximately 20% of 312 
all advertised NHS positions.82    313 
Most of these support workers are in the lower paid NHS salary bands 1-4 (£9.03-£12.16 hourly rate 314 
in 2019/20),83 with many constrained by professional regulations relating to the higher qualifications 315 
and professional registration required to work at band 5 and above. Moreover, given the regulatory 316 
restrictions, career progression is limited, and this reflects a relative lack of investment in training 317 
and development for this part of the workforce, many of whom have potential to perform at a much 318 
higher level. 84 Furthermore, as they have easily transferrable skills, the NHS is in competition with 319 
the private sector in terms of recruiting and retaining staff who work in these positions.  320 
Social Care 321 
The social care workforce primarily consists of care workers (also known as care assistants), 322 
registered nurses, social workers and care managers. In England, the overall vacancy rate in adult 323 
social care is high, and has risen from around 4% in 2012-13 to around 7% in 2019-20.12 There is 324 
significant variation within England, with vacancy rates in London above 9%, and around 6% in the 325 
North East.12 Turnover is particularly high, amounting to 30% across all adult social care jobs in 2019-326 
20, and 38% for care workers.12 Data on the social care workforce in the other constituent countries 327 
is less detailed, but there is a vacancy rate of around 6% in Scotland 85,Wales,86 and Northern 328 
Ireland.60  329 
The International Labour Organisation’s (ILO) Agenda for Decent Work stipulates that care work 330 
should provide a fair income, job security, prospects for personal development, safe conditions, 331 
equal opportunities and protection from exploitation.87  Care workers account for approximately 332 
60% of the adult social care workforce in England, and approximately a third of this staff group are 333 
on zero-hour contracts, with no guaranteed income. 12 The average hourly pay for care workers in 334 
the social care setting is below the comparable average pay in almost all UK supermarkets.88 The pay 335 
differential between care workers with less than 1 year of experience and those with more than 5 336 
years of experience is, on average, just £0.12 per hour, reflecting poor occupational development or 337 
training.12 Wages in social care are also significantly less than in the NHS, with most care staff 338 
receiving pay close to the minimum wage level. An estimated £1.7 billion of annual investment is 339 
needed to address this discrepancy in England.89  Poor working conditions and unrealistic and 340 
excessive workloads further impact problems with recruitment, retention and quality of care.90 341 
Vacancy rates are particularly high for registered nurses working in the social care sector, at around 342 
12% in England in 2019-20. 12 It has been suggested that registered nurses may prefer to work for 343 
the NHS, as social care is perceived to give poorer options for career and pay progression.41 An 344 
estimated further 6.8 million of people in the UK are unpaid carers.91 In England, the provision of 345 
respite support for unpaid carers has been restricted, reducing from around 57,000 recorded 346 
instances in 2015-16 to 42,300 in 2018-19.92 347 
 348 
Current Response to Health and Care Workforce Shortfalls 349 
Reliance on foreign staff 350 
The NHS has a long history of a higher reliance on foreign staff than many other high-income 351 
countries (Table 1). The percentage of foreign trained physicians and nurses working in the UK has 352 
consistently remained at around 30% and 15% respectively. 93 Similarly, for social care, there is an 353 
ongoing reliance on foreign staff: in England, 16% of the adult social care workforce had a non-UK 354 
nationality in 2020. 12 There is also significant regional variation. For the NHS, 26% of staff are non-355 
UK nationals in London, compared to just 6% of staff in the North East and Yorkshire. 94  For social 356 
care,  with the percentage of non-UK nationals providing social care amounting to 37% in London, 357 
compared to only 4% in the North East, and 7% in Yorkshire12  358 
The NHS has stated that it is committed to the principles of the WHO Global Code of Practice on the 359 
International Recruitment of Health Personnel.95  These principles state that recruitment of 360 
healthcare professionals must adhere to fair and ethical practices.  In particular, there should be no 361 
recruitment from developing countries facing a shortfall of healthcare professionals, and recruiting 362 
jurisdictions should strive to put in place strategies which reduce their reliance on migrant 363 
healthcare professionals.  Despite this, data collected from OECD countries show that the UK is 364 
second only to the United States in being the main destination for foreign-trained doctors and 365 
nurses. 93  The largest proportion of foreign-trained doctors in the UK originate from India, with 366 
whom the UK government has a formal arrangement.96 However, a substantial number also 367 
originate from Pakistan and Nigeria, countries the UK has committed to not actively recruit from.93  368 
 369 
The UK intends to continue overseas recruitment, and from July 2018 the Home Office announced 370 
that the tier 2 immigration cap would be lifted for overseas trained doctors and nurses.97 In 371 
accordance with the recommendations of the 2019 Migration Advisory Committee (MAC), all 372 
medical practitioners, psychologists, registered nurses, social workers, radiographers, speech and 373 
language therapists and occupational therapists have been included on the 2020 shortage 374 
occupation list. 67 However, despite a recommendation from the MAC, the government has so far 375 
not added care workers to the government’s shortage occupation list. 98  While the long-term goal of 376 
any health and care workforce strategy should be for the sustainable and self-sufficient supply of 377 
staff, in the short-term the UK will need to continue its long-standing tradition of recruiting from the 378 
international market.99 However the UK faces stiff competition from many other countries facing 379 
their own health and care workforce crises. Germany, for example, has been projected to have a 380 
shortfall of up to 500,000 health and care staff by 2030. The UK’s ability to compete in the 381 
international healthcare labour market will be dependent upon factors such as favourable migration 382 
policies, wage growth, and working conditions. The UKs poor treatment of staff from ethnic minority 383 
groups, highlighted by the COVID-19 pandemic may also deter potential international healthcare 384 
workers from choosing to work in the UK, particularly as other less hostile options become 385 
increasingly available to them. 386 
 387 
Reliance on temporary staff 388 
The failure of previous workforce planning is evident given the ongoing reliance on temporary 389 
“bank” or “agency” staff to address persistent shortfalls. Bank staff are employed by a hospital trust 390 
or health board directly, while often simultaneously holding permanent employment contracts. 391 
Agency staff are provided by private recruitment agencies. Many healthcare professionals have 392 
responded to low pay by turning down permanent positions in favour of working on a temporary 393 
basis. Having high levels of agency staff impacts negatively on patient experience, quality of care and 394 
staff satisfaction, as well as being detrimental to institutional learning and knowledge acquisition.100  395 
As agency staff often work across multiple health and care providers, this has created challenges for 396 
infection control, demonstrated by early reports of agency staff contributing to the spread of 397 
coronavirus in care homes.101 NHS Improvement notes that, of the approximately 11% of nursing 398 
roles vacant, a ‘proportion’ are filled by bank (67%) and agency (33%) staff. 58 In 2014-15, the 399 
government introduced price caps on agency pay rates, which led to some reductions in spend on 400 
temporary staff. 58  However, hospital trusts repeatedly submitted applications to exceed these caps 401 
to fill their workforce gaps. It has become clear that price caps have not provided a long-term 402 
solution because they do not address the underlying problem, a shortage of permanent staff.  403 
Changing skills mix and task shifting 404 
The composition and skill-mix of the workforce need to evolve as health needs change and health 405 
technology progresses. There are many examples of attempts to improve the skill-mix from across 406 
the UK, and the NHS has been proactive in experimenting with task-shifting, but there is potential to 407 
achieve much more. The NHS England Interim People Plan is clear that in order to deliver 21st 408 
Century care there is a need for the NHS to achieve a richer skill mix and develop a more flexible and 409 
adaptive workforce.63  Changes in the skill-mix of the health and care workforce can be accomplished 410 
in various ways, for example by the substitution of roles between healthcare professionals or 411 
technology, the introduction of new roles and by staff working in extended roles such as specialist 412 
nurses or non-medical prescribers. To facilitate effective changes in skill-mix, factors to consider 413 
include the best way to develop appropriate knowledge and skills sets, overcoming professional 414 
boundaries and ensuring the right organisational culture and institutional environment to foster 415 
change.102  416 
A longstanding example of substitution of roles between healthcare professionals is the introduction 417 
of non-medical prescribers (NMPs), which the UK introduced in the early 1990s.103 UK nurses now 418 
have access to some of the most extensive prescribing rights globally.104 The number of NMPs in the 419 
UK is not routinely reported, but a 2015 survey estimated there were around 45,000 NMPs in 420 
England.105 Becoming a NMP can improve job satisfaction,106 free up time for physicians to see more 421 
acute cases,107 and improve access to care.108 To date there is no evidence to indicate that NMPs 422 
make more medication errors than physicians.109 However, they remain under-utilised; on average it 423 
takes 6 months for 15% of NMPs to prescribe their first medication109, and one study reported that 424 
less than 1% of medications prescribed in hospital are by NMPs.110 Barriers to expanding NMPs 425 
include a lack of ongoing education, 106,111 as well as organisational factors such as an imposed 426 
formulary,  and restricted scope of practice.111  427 
In primary care, community pharmacists have increasingly taken on additional responsibilities. This 428 
has been partly to relieve pressure on GPs, but also to improve access to preventative services and 429 
chronic disease management. These measures include the introduction of supplementary and 430 
independent prescribing and the delivery of Medicine Use Reviews (MURs), NHS Health Checks and 431 
vaccinations in pharmacies.112 Further developments are planned; in England a new community 432 
pharmacy contract has been agreed,113 including the development of a ‘Community Pharmacist 433 
Consultation Service’ (CPCS), intended to be a first point of contact for certain patients. In Northern 434 
Ireland the Minor Ailments Scheme aims to empower patients to self-treat minor illnesses, using the 435 
knowledge and skills of their pharmacist, thereby easing pressure on primary care and emergency 436 
services.114  These initiatives point to a need to evaluate the expanding role of community 437 
pharmacists, as currently, the available evidence is mixed and inconclusive.115 438 
Other examples of task shifting include the introduction of new roles such as physician associates, 439 
and nurse practitioners. The UK has taken the opportunity to learn from the American and Canadian 440 
physician associate and nurse practitioner models to develop these roles.  Physician associates work 441 
alongside physicians, GPs and surgeons within multidisciplinary teams providing direct patient 442 
care.116 Physician associates can take medical histories, examine and formulate management plans, 443 
but they are not able to prescribe or request radiological investigations.116 Physician associates are a 444 
key component of NHS England’s strategy to relieve pressure on the primary care workforce, with 445 
plans to train 3,000 new physician associates, and the expectation that 1,000 will enter general 446 
practice. 117 Major barriers to overcome include equipping physician associates with the knowledge 447 
and capability to manage medical complexity and overcoming professional boundaries created by 448 
non-prescriber status.118 However, perhaps the greatest obstacle for physician associates is the 449 
absence of formal regulation. A recent consultation suggested that either the General Medical 450 
Council or the Health and Care Professions Council should assume responsibility for the regulation of 451 
physician associates.119   452 
There is an established history of utilising nurse practitioners to work with an expanded scope of 453 
practice remit in both specialist fields such as diabetes, mental health and in first point of contact 454 
roles in emergency care and primary care.120  However, these initiatives have been small scale and 455 
determined locally.  Expansion of these roles are currently limited by the lack of national policy and 456 
investment to underpin the education, training and regulatory changes required.   Similar to 457 
physician associates, regulatory mechanisms to support nursing practitioners is currently being 458 
explored.121   459 
At a different level of practice, a nursing associate role has been introduced to address a gap in skills 460 
and knowledge between care assistants and registered nurses identified by the Shape of Caring 461 
review.122 Nursing associates will undertake a two year training and work across health and care 462 
contributing to the delivery of fundamental nursing care, supporting registered nurses and freeing 463 
them up to focus on more complex care. The role will also provide a route to progress to graduate 464 
level nursing. In 2018, over 5000 people were recruited as trainee nursing associates, demonstrating 465 
significant demand for such a scheme.123 At the time of writing it is too early to evaluate the 466 
effectiveness of this initiative or the sustainability of demand for training posts. 467 
Enhanced Recruitment Initiatives  468 
Enhanced recruitment initiatives have been used by the NHS to attempt to address shortfalls in 469 
particular areas such as primary care, mental health and nursing or to improve imbalances in staffing 470 
levels between different geographical areas. For example, in 2016 the GP Forward View proposed 471 
plans to have an extra 5,000 physicians working in general practice by 2020 and devised a number of 472 
incentives to try to achieve this target.117 These included bursaries, a national and international 473 
recruitment drive, fellowships for further training and return to work schemes for GPs not currently 474 
practicing.124  Moreover, England, Wales and Scotland all have a Targeted Enhanced Recruitment 475 
Scheme for GP trainees offering a one off salary supplement of £20,000 to physicians willing to make 476 
a commitment to train and work in underserved regions.125  As of April 2019, government-backed 477 
indemnity arrangements also came in force,126 offsetting professional expenses incurred by GPs.  478 
Although numbers of physicians in general practice training are increasing, the time-lag for 479 
completion of training, the high attrition rate, and the large numbers of qualified GPs opting to work 480 
part-time meant that the government did not meet its target.89 In response, the government has 481 
now pledged to recruit an additional 6,000 GPs by 2024-25 by expanding training places, increasing 482 
international recruitment, and improving retention.127 483 
Within mental health, the Royal College of Psychiatrists launched a five-year recruitment drive to 484 
psychiatric specialty training between 2006 and 2011 to overcome the noted shortage in this area, 485 
but this had mixed results.128 Persistent and institutionalised negative attitudes towards mental 486 
health patients and the staff who treat them are particularly difficult to alter and strongly influence 487 
the pursuit of a career in psychiatry. 129 Since 2016, to further improve recruitment, flexible pay 488 
premiums have been awarded to physicians choosing to train in psychiatry alongside general 489 
practice, emergency medicine, oral and maxillofacial surgery, histopathology and academia, 490 
amounting up to £20,000 over the full period of specialty training.130 It has not yet been possible to 491 
assess the impact of this initiative on recruitment levels to these specialties.  492 
For registered nurses, all four constituent countries currently operate return-to-practice 493 
schemes,131–134  and associated training fees are fully funded. Additionally, in England £500 is offered 494 
towards other expenses, and in Wales a bursary of £1000 is offered for registered nurses and £1500 495 
for midwives plus childcare expenses. There are also funded return-to-practice schemes for Allied 496 
Health Professionals.135 While these schemes are a useful lever to increase staff numbers in the 497 
short-term, they cannot be relied upon as the primary strategy to address workforce shortfalls, as 498 
they typically involve small numbers: for example just 2,400 registered nurses and midwives have 499 
enrolled in a return-to-practice scheme in England since 2014.36  500 
With better investment in schemes to dissuade staff from taking early retirement and that address 501 
the needs of ageing staff, return-to-practices schemes would not be required. For example, as the 502 
surgical workforce ages, attention is needed to maximise the benefits of additional experience in 503 
caring for patients against the potential for impairment in surgical skill.136 This may require shifting 504 
responsibilities of older surgeons to more managerial and patient-facing roles, but guidance in what 505 
circumstances and how is needed.  Similarly, there is a need for attention on how to best support 506 
the ageing nursing workforce to convince them not to retire early.  Suggested strategies include a 507 
sympathetic approach towards what manual tasks may be less suitable for older nurses as well as 508 
facilitating flexible working.137,138 As thousands of doctors, nurses, midwives, and other healthcare 509 
professionals returned to practice, often following retirement, to fight against coronavirus,139 it will 510 
be important to learn from their experiences, and ascertain what incentives or working 511 
arrangements could convince some to remain practicing. 512 
Future key challenges for the UK health and care workforce 513 
Increasing Multimorbidity 514 
Demand for health and care will rise in future not only because the population is aging but because 515 
people are living longer with multiple long-term conditions. The population in the UK with complex 516 
multimorbidity (more than 4 diseases) is set to double by 2035.140 Patients with multimorbidity are 517 
more likely to have unplanned and preventable admissions to hospital,141 as well as increased risk of 518 
clinical errors.142 To be effective, workforce planning must incorporate projections about the 519 
changing multimorbidity profile of the population, which provides a more reliable reflection of need 520 
than does age and gender composition alone. A better balance between generalists, who have skills 521 
to manage multiple chronic diseases in the same patient, and specialists is needed, instead of 522 
continuing a growing trend towards specialisation among many healthcare professionals.143 Training  523 
for all members of the health and care workforce needs to incorporate at least a basic level of 524 
generalist skills.144  525 
To meet the challenge of rising multimorbidity, there will also need to be more investment in 526 
integrated care supported by strong community services.145 This will require more GPs, community 527 
nurses, allied healthcare professionals and care assistants. The emphasis will need to be on 528 
providing patient-centred care that prevents disease progression, considers mental and physical 529 
health needs simultaneously, and allows people to live independent and fulfilling lives.146 It also 530 
requires shifting care closer to home. Significant progress has already been made, as many therapies 531 
formerly provided in hospital settings can now be provided at home including chemotherapy, 532 
intravenous antibiotics, blood thinning agents, wound care, rehabilitation, and mental health care.47 533 
The expansion of multidisciplinary teams in primary care will be key to providing the continuity of 534 
care needed to better appreciate the evolving multimorbidity in individual patients.Other emerging 535 
models are designed to serve as facilitators of integrated care such as primary care networks in 536 
England,78 and primary care clusters in Wales,147 which involve staff drawn from GP surgeries, 537 
community, mental health and acute trusts, social care and the voluntary sector working closely 538 
together to care for populations of around 50,000.   539 
Gap in supply of unpaid carers 540 
There are approximately 9.1 million unpaid carers in the UK, usually family members or friends. 8 As 541 
many vulnerable individuals were issued shielding advice during the peak of the COVID-19 542 
pandemic, it is estimated the number of unpaid cares increased to 13.6 million people, which is 543 
equivalent to one in four adults.8  The last census of unpaid carers in England and Wales in 2011 544 
revealed that 63% of unpaid carers provided less than 20 hours of care per week, 14% provided 20-545 
49 hours of care per week, and 23% provided 50 or more hours per week.148  58% of these carers are 546 
women and 42% are men.149  They perform a wide range of tasks, including personal care, emotional 547 
and practical support and monitoring of medications. Unpaid carers make a fundamental 548 
contribution to the health and care sector, and estimates of the financial value of this contribution in 549 
the UK varies from £57 billion to £132 billion.91 Most carers intrinsically value the opportunities to 550 
provide care and may not even self-identify as carers.150  551 
However, being a carer can have adverse consequences for health, wellbeing and employment. 552 
There is significant evidence that the intensity of provision of informal care is associated with poorer 553 
physical and mental health. 151 That said, at relatively low intensities (< 10 hours per week), the 554 
provision of unpaid care may have the opposite effect and improve health and wellbeing.152 In terms 555 
of employment, carers often find they need to reduce their working hours or leave employment 556 
totally.153 The ILO has highlighted the role that unpaid care work has in hampering the employment 557 
opportunities of those providing care, in particular women and girls from socio-economically 558 
deprived backgrounds.87  The advent of the COVID-19 pandemic has greatly compounded the 559 
challenges experienced by unpaid carers, deepening the socio-economic disadvantage they face and 560 
starkly exposing their vulnerabilities.154   561 
In terms of workforce planning and long-term strategies for the NHS, it is important to consider the 562 
likely future scenarios for the supply of and demand for carers, and how these may interact with the 563 
wider health and care workforce. Projections of supply and demand by the Personal Social Services 564 
Research Unit (PSSRU), now known as the Care Policy and Evaluation Centre (CPEC), under the 565 
assumptions that the propensity to provide care and that the disability rates in old age remain 566 
constant suggest a widening gap, reaching 2.3 million unpaid carers in England by 2035 (figure 3).   567 
Figure 3: Projected demand for and supply of unpaid carers (headcount) for older people in England 568 
between 2015 and 2035 569 
 570 
Source: adapted from Brimblecombe et al (2018).155 571 
This may be a conservative estimate of the ‘carer gap’ as these projections do not incorporate 572 
expected rising rates of complex multimorbidity and associated needs for care and support in old 573 
age.140 This large gap will inevitably increase demand pressures on NHS and social care services, 574 
especially for individuals with high-intensity care needs, where the evidence for substitution 575 
between funded services and unpaid care is strongest.156 Given the strain on public finances caused 576 
by the COVID pandemic, it is unlikely that support for unpaid carers, for example in the form of tax 577 
breaks or further income support, will be forthcoming. 578 
Brexit 579 
In the UK, the health and care sector is dependent on the supply of EU workers. This has been 580 
facilitated by the free movement directive which sets out the rights of EU citizens and their family 581 
members to move and reside within EU territory. It is not clear how Brexit will affect EU workers in 582 
the UK but it has been agreed in principle that there should be no preference for EU workers after 583 
Brexit. 157 To mitigate the impact this may have on recruitment and retention of the health and care 584 
workforce, a number of measures have been suggested such as removing the current cap on skilled 585 
workers, streamlining certification processes,158 and 12-month working visas for low-skilled migrants 586 
until 2025.159 Above all, the UK government needs to reconsider its position on immigration. By 587 
continuing to pursue a policy of encouraging a “hostile” environment for migrants,160 the UK will 588 
disadvantage itself in the international health and care labour market.  589 
The uncertainty of Brexit has already affected the health and care workforce, with some parts of the 590 
workforce hit harder than others. For example, around 7,500 fewer registered nurses and midwives 591 
from the EEA joined than left the NMC register between 2017/2018 to 2019/2020 (Supplementary 592 
Material 1 – Figure 3). Although, this has been compensated by around 16,000 more registered 593 
nurses and midwives from outside the UK and the EU/EEA joining than leaving over the same time 594 
period. 161  For social care, over the last decade an increase of workers from the EU/EEA has helped 595 
compensate for a relative decrease in non-EU care workers in the UK due to restrictions on 596 
immigration. 162 Ending free-movement for EU nationals has been estimated to result in 115,000 597 
fewer adult social care workers by 2026. 162 Across the UK, Brexit will likely impact different 598 
countries or regions differently. Approximately 6% of the health and care workforce in England are 599 
from the EEA, compared to 6% in Northern Ireland, 5% in Scotland, and 3% in Wales.163  Within 600 
England, approximately 12% of the health and care workforce in London are from the EU/EEA, 601 
compared to 3% in the North East.163  In Scotland, the NHS has historically recruited dentists from 602 
EU/EEA countries, notably Poland, to address access issues.164 Currently, it is estimated that 1 in 10 603 
dentists in Scotland are from the EU/EEA, and it is unclear how Brexit will affect retention.164 The UK 604 
may struggle to continue to compensate for reductions in the recruitment of EU workers by 605 
increasing recruitment of non-EU workers in the short-to-medium term as the COVID-19 pandemic 606 
continues to restrict the mobility of the global health and care workforce. The UK needs to anticipate 607 
the combined impact of these concurrent events on international recruitment and in doing so 608 
consider what incentives or policies are necessary to stem the increasing number of EU health and 609 
care workers leaving the UK.  610 
Meeting future need by securing a sustainable, fit for purpose health and care workforce 611 
Integrated workforce planning 612 
Workforce planning in the UK, while highly fragmented, has been dominated by supply-side 613 
considerations, neglecting demand-side factors, and controlled centrally by a mix of governmental 614 
and professional bodies. At the same time, the recruitment and retention of staff is managed by 615 
individual health and care providers.  This has led to a mismatch between the determination of 616 
workforce levels through centralised supply-side forecasts and the actual employment of the 617 
workforce by individual providers responding to local needs. Whilst complex, workforce planning 618 
must consider a complete picture of demand side factors including changing demography driven by 619 
growing multimorbidity and how this determines local staffing needs. Multimorbidity is a strong 620 
predictor for healthcare utilisation,165,166 and projections of multimorbidity can be utilised to more 621 
accurately estimate demand. Approaches which consider diseases or professionals in isolation will 622 
not reflect the changing health needs of the population. Integrated workforce planning should 623 
consider changing population demands and organizational responses as well as the optimal skill-mix 624 
of staff to ensure the right type of staff delivering care in the right setting.   625 
Reforms to training and ways of working 626 
Major reform is needed across the entire health and care education system to meet changing health 627 
and care needs. If we are to encourage multidisciplinary working, healthcare professionals should 628 
not be trained in isolation, instead collaborative working should begin during training. Training 629 
should be more competency-led and community-orientated, and further opportunities should be 630 
created to develop new roles as required and facilitate changing skill-mix.167 The Shape of Training 631 
review, Future Hospital Commission and the Parliamentary Review of Health and Social Care in 632 
Wales all emphasise the need to implement reforms across the UK which encourage the 633 
development of generalist skills needed to treat multimorbid patients with complex needs and life-634 
long learning which allows physicians to change roles and specialties during their careers.168–170 A 635 
similar approach is required for nursing and all other health professional groups.  An essential pillar 636 
of the re-design of the health professional education system should be higher recognition of the 637 
capability and willingness of the public to self-care.  All health and care professionals must be 638 
equipped with the skills needed to work in collaboration with patients and their families, and to 639 
facilitate them to make informed decisions regarding their own health.171 There have been some 640 
recent moves in the right direction with, for example, the publication of the NMC’s new Future 641 
Nurse standards for registered nurse education which place great emphasis on the promotion of 642 
health and the support of self-care.172   643 
The LSE-Lancet Commission background paper on health information technology highlights how 644 
training must adapt to reflect technological advancements.173 The use of technology has great 645 
potential to improve the effectiveness and productivity of the workforce by improving quality of 646 
care, patient safety and reducing the administrative burden on staff.174  Major developments in 647 
genomics, digital medicine, artificial intelligence and robotics will result in new roles and the need to 648 
re-skill the pre-existing workforce.175 The appropriateness of educational curriculum and workforce 649 
strategies must be regularly reviewed in order to respond rapidly to these developments and avoid 650 
slow uptake and diffusion of technology skills.  651 
The Future Hospital Commission highlighted the imperative to adapt ways of working to meet 652 
changing health and care needs.169 Services will need to be re-designed around individual patients, 653 
with a focus on developing culturally sensitive and flexible services that allow people to navigate 654 
seamlessly throughout their patient pathway, avoiding unnecessary contacts with multiple health 655 
and care providers. Workforce strategies need to consider how to support these service reforms by 656 
encouraging a fundamental shift in ways of working to allow effective integration, better sharing of 657 
information, improved transfers of care and the provision of services outside the hospital such as 658 
specialist medical care and ‘hospital-at-home’ teams. Similarly, the Parliamentary Review of Health 659 
and Social Care in Wales recommended the development and implementation of models of care 660 
which provide care as close to the individual’s home surroundings or community as is practical.170 661 
This will require maximising the use of digital technology to improve access, rebalancing services 662 
currently provided inside hospital, and empowering multidisciplinary teams to work together on 663 
strategies to help patients avoid unnecessary admissions to hospital. To generate evidence on new 664 
models of care, evaluation must be embedded. To support this, workforce strategies should consider 665 
the clinical academic workforce, which has decreased by 2.5% since its peak in 2010.176 Finally, new 666 
ways of working in health and social care, changes to the skill-mix of the workforce and expansion of 667 
task-shifting will bring new leadership challenges.  The NHS England Interim People Plan highlights 668 
how future leadership will need to be ‘systems -based, cross-sector and multi-professional’ in order 669 
to meet this challenge, and that development of leadership skills should be embedded in the life-670 
long learning of health and care professionals.63  671 
Promoting life-long learning 672 
Providing adequate opportunities for career progression is vital to improving job satisfaction, 673 
ensuring staff feel valued and to retaining existing staff across all health professions. This is 674 
particularly important for support staff, such as healthcare assistants and care workers, who have 675 
skills that make them eligible to work in the private sector, with which the NHS must compete to 676 
attract and retain the staff it needs. It is therefore vitally important to tap into the intrinsic 677 
motivations which stimulate these individuals to seek work in the health sector, and to foster these 678 
motivations by providing appropriate opportunities for career progression which allow them to 679 
maximise their potential and feel valued. Professionalisation of this part of the workforce would also 680 
help improve recruitment and retention.177  The Cavendish Review introduced the Care Certificate in 681 
England, but this is not a mandatory requirement and uptake has been slow.90 A code of practice and 682 
a nationally approved training and accreditation system to nurture talent and recognise skills 683 
acquired in informal settings would improve quality of care, and give these workers the value and 684 
recognition they deserve.177  685 
 Nurses and allied healthcare professionals may also be convinced to leave the NHS for the private 686 
sector, work overseas, or even retrain in alternative professions. To mitigate against these risks and 687 
foster more fulfilling and engaging careers, there is a need to significantly invest in more post 688 
registration career development opportunities for these groups.  Clear links have been shown 689 
between career development opportunities and feeling valued and intent to remain in the 690 
workforce.36  This is equally important for physicians, for whom career development is heavily 691 
focused on the pathway to becoming a consultant or GP, with less focus on mid-career development 692 
opportunities. Alongside measures such as more flexible working and allowing older professionals to 693 
opt out of out-of-hours work, improving career development opportunities could be a valuable 694 
strategy to prevent early retirement.178 695 
Tackling discrimination in the NHS  696 
The NHS rolled out the workforce race equality standard (WRES) programme in 2015, an annually 697 
reported set of indicators measuring ethnic inequalities in key outcomes across NHS organisations.16 698 
These indicators highlight a deep-rooted culture of discrimination in the NHS in which ethnic 699 
minority staff are concentrated in lower pay grades in the NHS, face greater barriers in achieving 700 
promotions or being selected for jobs for which they are shortlisted. In addition, they are more likely 701 
to be formally disciplined and more likely to experience harassment, bullying or abuse from other 702 
staff, patients, relatives or members of the public.16  They are also almost three times as likely to 703 
personally experience discrimination at work from a colleagues as compared to their white 704 
colleagues.16 Modest progress has been made on some indicators, but other indicators have actually 705 
got worse over the same period, with the number of ethnic minority staff experiencing 706 
discrimination at work from a colleague increasing from 14% to 15.3% between 2016 and 2019.16 707 
This had led to calls for improved accountability for organisations that fail to make progress against 708 
these indicators, or when evidence emerges that leadership has failed to take action to rectify 709 
discrimination or harassment in the workplace.179  Treating this group of ethnic minority staff that 710 
constitute a fifth of the overall NHS workforce fairly, as well as being a moral obligation, will also 711 
allow the NHS to fully benefit from their expertise and unlock productivity in the workforce that is 712 
currently being lost to discrimination. 713 
Protecting staff wellbeing 714 
The 2019 Mental Wellbeing Commission report from Health Education England highlighted the lack 715 
of emotional and psychological support available to staff, and the fear they have of negative 716 
repercussions should they seek help for mental ill health.180 Those working in health and care are 717 
recurrently exposed to distressing events which, for most people, happen rarely. To add to this, over 718 
200,000 written complaints are made about NHS staff every year,181 and an increasingly litigious 719 
climate makes many fearful of untoward incidents and investigations.  Unsurprisingly, rates of 720 
mental health issues amongst healthcare workers are high,182 and some groups of healthcare 721 
workers are known to have much higher suicide rates than the general population.183 The COVID-19 722 
pandemic has exemplified this issue, with many staff exposed to high-risk and challenging scenarios 723 
on an almost daily basis,21 and significant delays and changing guidance around the use of personal 724 
protective equipment.184 The trauma caused by these experiences will have a long-lasting impact on 725 
the mental health of health and care staff. The NHS and social care has a moral obligation to 726 
implement sufficient after care for these staff including active monitoring to ensure those who need 727 
additional support are identified.21 The Mental Wellbeing Commission makes many welcome 728 
recommendations to promote mental health and increase the availability of psychological 729 
support,180 such as improving leadership and accountability for wellbeing at organisational level, 730 
improving training in self-awareness and self-care, implementing wellbeing ‘check-ins’ within two 731 
weeks of starting placements, the provision of rest spaces during on-call shifts, enhancing peer 732 
group support mechanisms and the introduction of a compulsory requirement in every NHS 733 
organisation to independently examine the death by suicide of any NHS staff member. The UK can 734 
also learn from Germany, which has chosen to introduce specific legislation to support the 735 
recruitment and retention of hospital nurses, which includes the introduction of an earmarked fund 736 
for workplace health promotion activities.185 There is a good economic rationale to invest in better 737 
pastoral and health care of the workforce, with the estimated return on investment for investment 738 
in workplace mental health interventions of £4.20 per £1 spent.186   739 
Adequate terms and conditions 740 
Remuneration obviously helps staff recruitment and retention. However, NHS England salaries had 741 
an annual 1% cap on pay rises between 2013 and 2017, which was preceded by a freeze on public 742 
sector pay between 2011 and 2013.187 Since 2017, there has been a deviation from the 1% policy. In 743 
2018, a pay settlement was agreed for all NHS agenda for change staff, ie all non-medical staff, that 744 
granted a minimum cumulative rise in pay of 6.5% over 3 years.188 In recognition of efforts during 745 
the COVID-19 pandemic, an increase in pay of 2.8% for all medical staff backdated to April 2020 has 746 
been awarded.189 However, agenda for change staff, including nurses and allied health professionals, 747 
are yet to receive an additional pay award to recognise their efforts during the COVID-19 pandemic. 748 
To improve recruitment and retention, adequate pay and terms and conditions of employment are 749 
vital. The UK government has announced that NHS staff will be exempt from a planned public sector 750 
pay freeze in recognition of their efforts during the pandemic.190 However, the Commission believes 751 
growth in pay should not just stay above inflation, but at least keep pace with average earnings, and 752 
this should continue beyond the immediate aftermath of the pandemic to ensure the NHS is a 753 
competitive employer. Remuneration policy must take account of the alternative employment 754 
options that staff have, as NHS staff may choose to work in other parts of the public sector or wider 755 
economy where pay and conditions are better. For nurses and other professions there is the 756 
additional lure of working overseas where salaries are significantly higher.  To support an 757 
appropriate remuneration policy, planning more effectively for the future will require linking NHS 758 
funding allocations to projected rises in average earnings (Panel 1). 759 
Panel 1: Ensuring NHS pay keeps pace with average earnings– illustrative scenarios 760 
These workforce projections seek to illustrate possible workforce supply under different 
assumptions for NHS spending. Given that the workforce accounts for approximately 60% of NHS 
expenditure we believe workforce planning needs to better integrate staffing mix and levels to 
NHS expenditure plans. Within the LSE-Lancet Commission background paper on health and care 
funding,191 it is argued that a long-term spending increase of at least 4% per annum, in real terms, 
is necessary to meet demand and improve upon the current standards of health and care delivery. 
The OBR,192 Health Foundation and IFS,193 have reached similar conclusions. These projections 
collate the ‘Hospital and Community Health Services’ workforce (FTE) for the entire UK, but due to 
inconsistent and incomplete data across the UK, do not project the primary care workforce. These 
projections also assume wage growth keeps pace with average earnings beyond current pay 
agreements. The Commission argues this is necessary so that the NHS remains an attractive place 
to work.  
 
We project the labour force under two scenarios, both scenarios assume wage growth occurs as 
agreed to 2020-21 under the NHS Terms and Condition of Service 2018,188 then reverts to OBR 
forecasts for average earnings beyond that,194  and NHS real expenditure grows in line with the 
Summer 2018 NHS settlement estimates until 2023-24.195   
 
• Scenario 1 (Baseline) Beyond 2023-24 real NHS expenditure grows as the same rate as GDP 
using OBR forecasts.  
• Scenario 2 (4% NHS Expenditure Growth) Beyond 2023-24 real NHS expenditure grows at 4% 
per year. 
 
These projections indicate that between 2018-19 and 2035-36 the workforce could increase by: 
around 200,000 under scenario 1 (a 15% increase) and around 690,000 under scenario 2 (a 51% 
increase (Figure 4). There is almost no growth in the workforce past the current funding 
settlement (2023-24) in scenario 1, whereas workforce growth beyond 2023-24 in scenario 2 is 
approximately 2.4% per year. 
 
Figure 4: UK NHS Hospital and Community Health Service (HCHS) workforce supply (FTE) under 
alternative funding scenarios 
  
 
Source: Author’s calculations 
 
These illustrative scenarios require several broad assumptions. The most important is the 
assumption for wage growth, which is highly uncertain in the current environment. The OBR 
forecasts of average earnings used in this analysis reflect OBR projections published in November 
2020.194 Whilst the workforce projections for the scenario 1 are relatively robust to changes in 
wage growth assumptions (as projections of wage growth are dependent on projections of GDP 
growth), workforce projections in scenario 2 are highly sensitive to changes in average earnings. 
Our illustrative scenarios also assume that capital-labour substitution and labour-for-labour 
substitution is neutral, and we make no adjustments for how alternative scenarios may affect 
retention or recruitment of staff. These scenarios also have methodological limitations. Our short-
term NHS expenditure growth is linked to the 2018 NHS funding settlement, 195  which only covers 
90% of NHS spending (it doesn’t include training, public health and capital), and does not reflect 
additional NHS funding announced in response to the pandemic. Moreover, we assume NHS 
expenditure growth is the same for the UK. In reality the Barnett formula allocates a 
proportionally higher level of funding to Scotland, Wales and Northern Ireland, which we do not 
account of.196 As a result, these projections are crude, but they are tied to alternative NHS 
expenditure growth rates; something that is rarely done.  
 
The central finding of these illustrative projections is that to sustain growth in the NHS workforce 
and ensure pay keeps pace with average earnings, increases in NHS expenditure above GDP 
growth will be required. However, workforce growth is also dependent on retaining existing staff 
by improving morale and enhancing career development opportunities. By adopting the LSE-
Lancet Commission’s recommendation to increase NHS expenditure by 4% per annum in real 
terms, under current assumptions, the workforce will be able to grow at approximately 2.4% per 
year. This is broadly in line with projections of annual activity growth over the next 15 years; 
estimated to be 2.7% in secondary care.193  
 
Source: Authors calculations- see Supplementary Material 2 
 
 761 
Other terms and conditions of employment need to be reformed to improve recruitment and 762 
retention. A tapering mechanism that reduces tax relief on pensions for people earning over 763 
£110,000 per year led to over 30% of GPs and over 40% of hospital consultants to either take early 764 
retirement, reduce their hours or refuse extra shifts.197,198 While the government has now increased 765 
this threshold to £240,000 for 2020/21,199 it is important the government develops a long-term 766 
solution. Furthermore, job plans need to make allowances for flexible working patterns and be open 767 
to job-sharing arrangements which may help improve retention, especially for those with school 768 
aged children or other caring responsibilities. 769 
Conclusion 770 
To supply a sustainable, skilled and fit for purpose health and care workforce for the UK, radical, 771 
integrated, and long-term strategic vision is needed. To date, this has been lacking. Roles and 772 
responsibilities for different components of the workforce strategy have been distributed between 773 
various national and local stakeholders with no overall ownership or oversight. Workforce planning 774 
has been inconsistent and often undertaken in professional silos. The result is fewer health and care 775 
staff than many other high-income countries, and major shortfalls in areas such as nursing, mental 776 
health, primary care and social care. The current response has been a reliance on foreign-trained 777 
and temporary staff and small-scale changes in skill-mix. This is neither desirable nor sustainable. 778 
Emerging challenges include rising multimorbidity, a gap in the supply of unpaid carers, an aging 779 
workforce and Brexit. To overcome these, there is an urgent need to develop integrated workforce 780 
planning, reform education and training and implement new models of care. The highest priority is 781 
to improve recruitment, retention and morale by taking action to enhance career development 782 
opportunities, promote staff-wellbeing, tackle discrimination in the NHS, and provide good pay and 783 
conditions. There is also an urgent imperative to offer sufficient after care and support for staff who 784 
have been exposed to high-risk and traumatic experiences during the COVID-19 pandemic.  Future 785 
funding allocations for the health and care sector must take account of all these issues in order to 786 
secure a sustainable and fit for purpose health and care workforce. 787 
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